Background: Little is known about colorectal cancer or colon and rectal cancer. Are they the same disease or different diseases?
Introduction
Colorectal cancer is the third most common cancer among both men and women in the United States [1] . Rectal cancer makes up approximately 25% of large bowel cancers in the Western world. Colon and rectal cancer share many similar clinical features and are often referred to as colorectal cancer. Due to the lack of strong evidence in the setting of rectal cancer, support for the use of adjuvant chemotherapy in patients with rectal cancer is generally extrapolated from the data available for colon cancer [2] . Despite the existence of two entities, 5FU-based chemotherapy regimens are given for both, except radiation therapy is often needed for rectal cancer. Are they the same diseases? If there is really a difference between colon and rectal cancer, we should consider them separately and treat them respectively.
One study tried to answer the question, ''Does rectal cancer of the upper third behave more like colon or rectal cancer?'' [3] . They concluded that tumor location was an independent prognostic parameter, with an increased risk of cause-specific death for rectal cancers of the upper third and of the middle third, compared to sigmoid cancers. We can at least understand this from the epidemiological study. Therefore, in this populationbased study, we compared the prognosis of colon and rectal cancer, using the SEER database.
Materials and Methods
The SEER program is a population-based cancer registry covering approximately 26% of the US population across several disparate geographic regions and is the largest publicly available cancer dataset. The SEER Registry collects stage at diagnosis, age at diagnosis, cancer type, gender, race. Among deceased persons listed in the SEER Registry, death may have occurred from colorectal cancer or any other cause of death. Using the SEER 1973-2008 database (October 2011 release), we analyzed survival data from all patients diagnosed with colon cancer and rectal cancer for the years 1995-2008. Only the histology of adenocarcinoma was included. For stage, SEER summary stage, which defines stage as localized, regional, or distant were used. The SEER summary stage has been validated, been maintained over time, and correlates well with survival [4] .
The anatomic subsites of the proximal colon, distal colon, and rectum were categorized according to the International Classification of Diseases for Oncology, third edition (ICD-0-3) topography codes. The right or proximal colon included cancers of the cecum (ICD-0-3 code C18.0), ascending colon (code C18.2), hepatic flexure (code C18.3), transverse colon (code C18.4), and splenic flexure (code C18.5). The left or distal colon included the descending colon (code C18.6) and the sigmoid colon (code C18.7). Colon cancer also included the large intestine, not otherwise specified (code C18.8, C18.9 and C260). The rectum included the rectosigmoid junction (code C19.9) and the rectum, not otherwise specified (code C20.9).
Overall survival (OS) was determined from the SEER records of survival time and vital satatus. This retrospective population-based study examined whether there was any difference in survival (Death or alive) between colon and rectal cancer. The epidemiologic characteristics of two different locations were described initially.
Statistical Analysis
Statistical analysis was performed using the SPSS 13.0 statistical package. Patient characteristics were described using summary statistics. P-values for comparing these patient characteristics between the colon and rectal cancer were calculated using chisquared test. Two sample T test was used to compare age. KaplanMeier and the Cox proportional hazard models were used to compare overall survival. Log-rank p-values based on the Cox proportional hazard models were used to compare the survival and cumulative event curves. Length of survival was later calculated from the date of diagnosis until either the time of death or the end of follow-up. All tests were two-sided, and a P value of ,.05 was considered statistically significant.
Results

Patient Characteristics
The study group consisted of 372,130 patients with a median follow-up of 32 months (range, 0-167 months; interquartile range, 11-68 months), and included 192,810 men (51.8%) and 179,320 women (48.2%). The median age was 71 years (range, 9-110 years). A total of 261,523 patients (70.3%) had colon cancer, and 110,607 (29.7%) had rectal cancer. The colon cancer incidence was twice greater than the rectal cancer incidence in the current cohort ( Table 1 ). The median age of the rectal cancer patients at diagnosis was 5 years less than that of the colon cancer patients. Median age of the colon cancer patients was 72 years (interquartile range, 61-80) and that of the rectal cancer patients was 67 years (interquartile range, 56-76). Male and female had reverse proportion of colon and rectal cancer. Females accounted for 50.3% of the colon cancer group and 43.2% of the rectal cancer group. In terms of location of adenocarcinoma of the colon, the sigmoid accounted for 23.1%, followed by the cecum 15.6% and the ascending colon 12%; 27.6% were right-sided (cecum, ascending colon) and 57.3% were left-sided (descending, sigmoid, rectosigmoid, rectum) tumors (Table 2) .
Survival
Only about 40% of the SEER data during this period had stage information. There is no difference in characteristics between those with stage and without stage information (Table 3 ). The stages were roughly equally distributed. In the survival analysis for stages I, IIA, and IIIA, there were no differences between colon and rectal cancer. As for stage IIB, patients with colon cancer had a 4-month longer survival than those with rectal cancer (Table 4 , Figure 1 ). After adjustment of age, sex and race, there is still a difference in survival between colon and rectal cancer (Table 5, Figure 2 ). In stages IIIB, IIIC, and IV, patients with rectal cancer seemed to have a better survival range (Table 4, Figure 3, 4, 5) , from 1 to 4 months longer than those with colon cancer. In stage IIIB, sex, race and age accounted for the difference. In stage IIIC and IV, after adjustment for sex, race and age, there are still difference in colon and rectal cancer (Table 5, figure 6, 7) . Of note, stages IIIA and IIIB patients seemed to have better survival than those with stage IIB (Table 4) .
Discussion
Though AJCC Cancer Staging Handbook [5] have already reported survival data on colon and rectal cancers separately, we are the first group to compare them together in this epidemiology study. The incidence of colon cancer was twice higher than that of rectal cancer in this cohort study. White people had an 8 times higher incidence than black people, which was roughly proportional to the racial distribution of the United States. Women had higher proportion of colon cancer than rectal cancer while compared with men. The gender ratio was reverse between colon and rectal cancer. Due to unable to obtain statistic significant of median survival with stage stratification between colon and rectal cancer (data not shown), only mean survival was reported in Table 4 . Owing to large population here, we believe that it is unlikely to reach any significant median value of survival between colon and rectal cancer in the near future. For the adenocarcinoma histology in the 1995 to 2008 SEER database, after adjusted for age, sex and race, colon cancer patients had better survival in the early stage (stage IIB). However, in the more advanced later stages, stages IIIC and IV, rectal cancer patients seemed to have longer survival than colon cancer patients after adjustment. This survival disparity may be explained by different underlying genetic factors or differences in the blood supply direction or the metastasis direction besides sex, race and age, though this is still remains unknown. Stages IIIA and IIIB seemed to have better survival than stage IIB. This might indicate that when considering the prognosis, local factors might not be less important than local lymph node metastasis.
Colon and rectal cancer share many features and are often referred to as colorectal cancer. Some studies grouped them together [6, 7] and some did not. As for dietary factors, methionine was associated with a decreased risk of proximal colon cancer among men and rectal cancer among women [8] , while other reported only protective in rectal cancer [9] . Vitamin B-6 was positively associated with rectal cancer but protective in both colon and rectal cancer in another [10, 11] . One meta-analysis showed that vitamin D decreased both colon and rectal cancer [8, 12] . Increasing intakes of calcium and insoluble dietary fiber have been associated with a decreasing risk of colon cancer. Carbohydrate intake was positively correlated with the risk of rectal cancer and fat consumption was inversely correlated with the risk of female colon and rectal cancers [13] . Consumption of red meat and processed meat was positively associated with risk of both colon and rectal cancer, with stronger association with red meat for rectal cancer [14, 15] . Increased physical activity may decrease the risk of colon cancer, but not rectal cancer in two meta-analysis [16, 17] . Heavy smokers have been associated both with rectal cancer (stronger) and colon cancer in two meta-analysis [18, 19] and one pooled analysis [20] . Proximal colon cancers are more likely than rectal and distal colon tumors to have microsatellite instability, a CpG island methylator phenotype, and KRAS mutations, whereas rectal and distal colon tumors are more likely than proximal colon tumors to have a p53 mutation [21] . There was also a difference in protein expression and gene amplification of cyclins between colon and rectal adenocarcinoma [22] . On contrary, one paper reported that excluding the hypermutated cancers, colon and rectum cancers were similar in genomic alteration [23] . Even in colon cancer, there are still differences in gene expression between normal mucosa and the adenocarcinomas, and between adenocarcinomas of the cecum and sigmoid or rectosigmoid [24] . In clinical specimens, approximately 30-50% of colon cancers were reported to harbor KRAS mutations [25, 26] . Codon 12 mutations were also associated with a poor prognosis in colon cancer [27] . Of 57 rectal cancer patients in one study, 31.6% carried mutations in KRAS genes, and 9.6% had a loss of PTEN expression with no detected BRAF mutations [28] . In a study of 96 locally advanced rectal cancer patients undergoing neoadjuvant chemoradiation therapy, 38% had KRAS mutations. KRAS mutations were found in 15% of 134 Finnish women [29] . One study reported that KRAS mutation status was not related to outcomes in rectal cancer [30] , and another study showed a contrary result [31] . High levels of microsatellite instability have been associated with an improved prognosis in colon cancer and with a poor prognosis in rectal cancer [32] . Human colon cancer tissues were reported to be more sensitive than rectal cancer tissues to antitumor drugs in vitro [33] .
However, in our analysis, advanced stage rectal cancer patients had a 3-4-month better overall survival than colon cancer patients. Gene expression profiles and carcinogenesis pathways have been shown to differ between colon and rectal cancer, with metabolic pathways being more important in rectal cancer. The oncogenesis of rectal cancer may be more complex than that of colon cancer [34] . A study from a single institute reported that the prognosis of colon cancer was significantly better than that of rectal cancer, especially for stage III [35] . Our study results, with a larger and multicenter population, showed that advanced stage rectal cancer patients had better overall survival. Another study reported that 5-year survival for patients with colonic tumors was 76%, and for rectal tumors was 69%. The difference was attributed to a higher proportion of Dukes' stage C tumors in the rectum and better survival prospects for patients with colonic rather than rectal stage C1 tumors [36] . Thirty years have passed, and Dukes' stage C1 colon cancer patients still had better overall survival than patients with rectal stage C1 tumors in our study.
Our results also showed that right-sided (cecum, ascending colon) and left-sided (descending, sigmoid, rectosigmoidal, rectum) tumors accounted for 27.6% and 57.3% of colorectal adenocarcinoma, respectively. Sigmoidoscopy screening could detect approximately 52.8% of large intestinal cancers.
There are several limitations of SEER databases during this period. 40% of SEER databases during this period had stage information. Also, only about 12.7% surgery-related information could be obtained for this group of patients. Complete chemotherapy and radiation therapy information couldn't be obtained as well. Data from the SEER cancer registries and the Medicare claims files of the Health Care Financing Administration have to be linked in order to study the proportion of those who had received chemotherapy and radiation therapy. The Medicare program only provides health insurance for 97% of the United States population aged 65 and older. Even while linking to the Medicare system, only patient aged 65 and older could be obtained. We consider our study population is larger. Regarding to overall survival, this is more closely to the true world.
Conclusions
To our knowledge, this is the first innovation paper to compare colon and rectum cancer from epidemiology data and there are differences between colon and rectal cancer survival and characteristics. More histological or genetic studies are needed for more detailed clarification.
